Then the whining school-boy, with his satchel and shining morning face, creeping like snail unwillingly to school. And then the lover, sighing like furnace, with a woeful ballad made to his mistress' eyebrow. Then a soldier, full of strange oaths, and bearded like the pard, jealous in honor, sudden and quick in quarrel, seeking the bubble reputation even in the cannon's mouth. And then the justice, in fair round belly with good capon lin'd, with eyes severe and beard of formal cut, full of wise saws and modern instances; And so he plays his part. The sixth age shifts into the lean and slipper'd pantaloon, with spectacles on nose and pouch on side; his youthful hose, well sav'd, a world too wide for his shrunk shank; and his big manly voice, turning again towards childish treble, pipes and whistles in his sound. Last scene of all, that ends this strange eventful history, is second childishness and mere oblivion; sans teeth, sans eyes, sans taste, sans everything."
the transition from childhood to adulthood, i.e. adolescence. A review of a hundred families requesting admission of some member to a mental hospital reveals that the crisis which precipitated the request for admission was associated with the problems of adolescence in fifteen to twenty per cent of such cases.
The stages of the individual's development described by Shakespeare have suggested borrowing the number seven to apply to the stages of family life as we know it in western culture.
1) The pre-history of the family-A courtship between a man and a woman who are working out a relationship that will eventually become a family.
2) Early marriage -A man and woman who must learn to live together, make mutual accommodations to various roles and produce out of their individual personalities a new social unit -a married couple. 3) A family with young children-New tasks related to child rearing appear, leaving less time for each parent to concern himself with the spouse.
4) The family with school children-Another stage of family organization requiring additional kinds of functions on the part of each parent. The mother must adjust to no longer having infants who depend upon her so completely for life itself. The child develops relationships with peers and with a new group of adults.
5) The family with adolescent children -A family with teenagers faces a new set of adjustments and tasks. The changes of adolescence produce a family constellation that must pay heed to the sexual maturation of the half-child, halfman, and to his strivings towards adulthood and independence. Prior experience does not equip the teenager to master the upsurge of sexual and aggressive drives. To contain these impulses and to prepare for educational and vocational plans requires a firm sense of personal identity. Hopefully these can be gained from the family. To help their children through adolescence the parents must have worked out their separations from their own parents. The parents also face the prospect of losing their children and thereby an important status-giving role. They must be able to tolerate the reawakening of their own adolescent problems. These parents see their child scorning their advice or direction and perhaps idolizing some leather -jacketed motorcyclist, movie star, or current pop singer. The teenager's security gained in this manoeuvre is short-lived as he is ultimately forced to recognize that these temporary identifications do not solve all his problems. He may then vacillate from one extreme of behaviour to the other, from asceticism and prudery to experimenta-tion with sex and delinquency. Many mixed messages rain down upon the ad. olescent. The boy is encouraged to be independent and self-sufficient yet at the same time needs ever-increasing years of education which keeps him dependent far beyond physical and sexual maturation. The adolescent girl while being enjoined to be feminine is also encouraged to stick up for her own rights', make a career for herself and in many ways to become independent. Yet, when she dons the lipstick, the high heels and provocative dress she equates with adult womanhood, her parents often fear she will become promiscuous. Their expressed fears and implied accusations may drive the daughter to the very behaviour they wish to discourage.
6) The children leave home -Parents who formerly spent a great deal of time in child rearing and child training, now have more time for one another; this may produce a crisis in itself. The impact of children leaving home is another reminder to each parent that he or she is growing older. It is a devastating transition from the 'patter of little feet' to the 'empty nest' (1) occasionally invaded by requests for financial help. Eventually the children marry and too soon the fact of becoming a grandparent requires an adjustment. 7) Old age -And finally each family must adapt itself to new events heralding the end of life: retirement from work on the part of the man and diminished physical and mental ability for both.
Family Crises Associated with Adolescence
The treatment of family crises is being studied by the Family Treatment Unit of Colorado Psychopathic Hospital. Families seen include a patient who ordinarily would have been hospitalized immediately. Details of the project are reported elsewhere (4) . When such a patient falls into the random sample for the FTU, the opportunity is available to investigate the family crisis which produced regression in a susceptible member of the family, and subsequently a request for mental hospitalization. Over the past tWO and a half years approximately 100 families have been treated and in 95% of cases it has been possible to avoid hospitalization during the period of crisis treatment. In follow-up to date, 80% of such patients have remained out of mental hospitals for as long as thirty months.
Among crises associated with adolescence, the identified patient may be the teenager, or may be one of the parents. The presenting behaviour is often related to overt sexuality. Heretofore sexual relations have been reserved to the parents. When a teenager's sexuality becomes known to the family, it is clear indication of a change from child to adult behaviour. Whatever the changed behaviour may be, the essence of the situation is that the family is confronted with the fact that the teenager is no longer a child. In some 'disordered' families, the child had occupied a special role -the scapegoat who keeps the family intact (6) . In these cases the move towards adulthood and independence is a threat to a very sick family structure. However, the FTU cases of adolescence as the precipitant of a family crisis have not always shown the long-term disordered family described by Weiner.
The reactions of parents are varied, but often the response of the mother is to the threatened loss of a child. This mother is confronted with the fact that she herself is growing older. She may concomitantly be experiencing cessation of menses. The loss of her children and of the symbol of her feminine desirability and fecundity may precipitate a profound depressive reaction. In the teenager the threatened take-over of ego controls by sexual and aggressive impulses may initiate a defensive regression. These reactions are understandable from the point of view of individual psychology. A history of past conflicts of the child or parent will often reveal what old problems are being replayed during this tumultuous period.
From the point of view of the family as a social unit itself (not just the individuals within the family) there is an additional threat. The overt sexuality or rebellious moves towards independence predict an imminent change in family composition. The social unit which has been stable for a number of years is about to suffer a loss. The social group which has served its individual members so well is threatened with a change and this constitutes a family crisis over and above the personal threat to individual members of the family. The inertial forces within the family attempt to maintain a status quo, but when the adalescent compels other family members to face the fact of change by overt sexuality or other behaviour indicating that he wants adult perogatives, tension builds. Whether or not the individuals within the family can make the adjustment which permits the teenager to become an adult depends on their own strengths and adaptiveness, Whether the family as a social unit can find a new homeostasis, allowing the teenager to depart, also depends on the family's flexibility. In the 'normal' family three sources of difficulty have been delineated:
1) The intensity of sexual and aggressive-independence drives may be a threat to the ego-integrative functions of the adolescent himself and his behavioural response may precipitate a family problem with the teenager as patient.
2) The problems of an adolescent child may arouse 'old problems' in either parent, or may confront either with the facts of an involutional process. In such cases, the parent becomes the patient.
3) The imminent departure of an adolescent is a threat to the com-Vol. 13, NO.2 posItIOn of the family as a unit. Where this anticipated empty nest is a special concern of a family, either parent may become a 'patient,' but it is more often the mother. There are also less healthy family structures which are threatened by the phenomena of adolescence. The highly disturbed family which requires a scapegoat has been aptly described by Weiner. Threat of maturation and departure of this 'scapegoat', heretofore required to keep the family together, may precipitate a crisis where the entire family is upset and attempts to keep the teenager in the child role.
A second type of family pattern has been described by Fleck and Lidz (2) in their studies of families which include a schizophrenic child. In this family generation reversal and inappropriate role assignments are prominent. Lidz and Fleck have termed these 'skewed families'. When the daughter in such a family approaches adolescence the mother abdicates her homemaker and wife functions and encourages the girl to take her place. This may be subtle or blatant and carries with it a threat of incest. In some cases the incest is consummated but it does not precipitate a crisis until the drama which has been a secret threatens to become open knowledge (3). Lidz and Fleck have suggested that this type of family produces schizophrenic daughters. It is not necessarily productive of a psychotic regession, however. Depending on the strengths of the child. this pattern may initiate on the girl's part, a behavioural response in the form of delinquency, sexual experimentation, suicidal gestures or fleeing the home by early marriage. Neurotic or psychosomatic symptomatology may be another solution. Thus the response of the teenager may run along a continuum from anxiety and neurotic symptoms at one end through delinquent actions, psychosomatic illnesses to depression or schizo-phrenia, depending on the earlier history of the child and family patterns (5) .
The following typical cases seen by the Family Treatment Unit will serve to illustrate the thesis that the turbulent period of adolescence frequently precipitates a family crisis.
Case Examples 1) An eighteen-year-old girl, Laura S., was brought to the Emergency Room for acute onset of mute, unresponsive behaviour and delusional ideas. She exhibited the classic clinical picture of a catatonic schizophrenic reaction. Following graduation from high school she moved in with her paternal grandmother and the two of them nursed a 95-year-old senile woman, though she maintained contact with her parents, her sixteen year-old sister and fourteen-year-old brother. After living with the grandmother for several months, she confided that she had been raped and feared pregnancy. She also revealed that she had had several enjoyable sexual experiences with men. The grandmother accused her of being a very bad person, told her parents of the sexual activity and the entire family became very critical of L., insisting that she return horne and be a dependent conformist adolescent again. L. did return home, but became withdrawn, unresponsive and schizophrenic. While there were ma:lY problems which set the stage for a schizophrenic illness, Laura's confession of overt sexuality and the family's resultant condemnation and rejection were the precipitating factors in this psychotic decompensation.
2) In another case the identified patient was the mother, rather than the teenager. J. L. was the 42-year-old mother of two teenage children, Helen 17 and Kenneth 12. Her husband was a year older than she. She was seen in the Emergency Room for depression and uncontrolled angry outbursts following a physical fight with her husband and daughter. Mrs. L. complained that her family did not give her the love and attention she needed and that she was ignored by her husband and daughter who had more closeness between themselves than she had with either. Prior to this fight the daughter Helen had run away with a boy friend, became pregnant and delivered a child out of wedlock which had been placed for adoption. Just before the fight Helen had been attempting to leave home and go to business college. She was threatening to marry if that step was necessary to leave her family. Helen's bid for independence (via delinquent, promiscuous behaviour) precipitated a severe depression in the mother. The father's reaction to his daughter's bid for special closeness made Mrs. L. feel left out, aged, less desirable and depressed. Mrs. L. kept the problem going by fighting with her daughter. On her part, Helen found the special closeness to her father too stimulating. By becoming sexually active with a boyfriend and threatening an impulsive marriage she hoped to run away from the struggles with her mother and her sexual feeling for her father.
3) Amy P. was a seventeen-year-old girl who lived with her fifty-seven-year-old parents. She was brought to the Emergency Room after swallowing aspirin in a suicide attempt. Her depression developed after she revealed sexual experimentation to her mother and was forbidden to see her boyfriend. Amy's parents became very upset and feared that she would run away from home to be married as an older sister had done. In this case the sexual behaviour of Amy threatened the family with an empty nest and the parents wanted to keep her a child. To Amy, following the example of her older sister, running away seemed the only way to solve the adolescent transition to adulthood. 4) Flora V., a thirty-seven-year-old mother of a seventeen-year-old son Al and a fourteenyear-old son Bob, was brought to the hospital because of depression and threats of suicide. Mr. and Mrs. V. gave a history of considerable turbulence in their marriage, with Mr. V. often accusing his wife of infidelity. However, the marriage had remained intact for twenty years. The older son Al saw his mother in the company of another man, assumed that she was having an extramarital affair and became sexual!y promiscuous himself. His work at school <despite an I.Q. of 157) deteriorated. Here again, the mother rather than the teenager is the nominal patient. Family crisis treatment resulted in rapid return to the previous level of functioning and Al was later referred for individual psychotherapy which helped him work out some of his own adolescent concerns. 5) Ruth M., aged 44, lived with her husband of 47, a son Ralph 18, attending first year of college, Bill age 17 at high school and Mary age 11. She had a history of three prior mental hospitalizations for depression, each precipirareel by a loss such as the hospitalization of her aged mother or her father's move away from the family home. She led a relatively ineffectual existence as a mother, the house-managing functions having been taken over by her husband and the children remaining at home. For the week prior to having been brought to the hospital for taking an overdose of drugs, she had been more despondent, anorexic and withdrawn. Her oldest son Ralph had returned from college and adopted a more independent at-titude. Having taken a course in psychology he told his mother of all the mistakes she was making in raising his seventeen-year-old brother and eleven-year-old sister. The family physician on whom Mrs. M. leaned for psychological support and medication was on vacation. Ralph's experimentation with this new role of adult criticizer made Mrs. M. feel even less effectual as a mother. She was unable to adapt to her son's new behaviour. She became depressed and suicidal.
6) The Farmer family did not fall into the FTU sample, but was one which the senior author had opportunity to study as a consultant. The family consisted of Mrs. Farmer, age 49, and her husband age 62. Living with them were a 21-year-old son (Charles), a 14year-old daughter (Dorothy). Another son, William, would have been 20 years of age. but had suicided, nearly two years previously. Dorothy had for the past few months been involved in many struggles with her mother about freedom in choosing her friends and in dating. The mother feared that she was having overt sexual experiences. Following the loss of a boyfriend and a quarrel with her mother, Dorothy took some aspirin and cut her wrists in a dramatic suicide gesture. She was brought to the hospital Emergency Room by her parents and in the Emergency Room the adult and child psychiatry residents who saw the family felt that Mrs. Farmer was more disturbed than her d aug h tel' and should be the one to . be hospitalized. She showed the clinical picture of an involutional depression with paranoid delusions. The history was given at that time of William's suicide which centred around one attempt on his part to leave home, an unsuccessful adaptation, a return to living with his mother and the promise that he would "stay with her always," then an impulsive suicide by shooting himself at the time of a quarrel over his freedom and independence. The mother refused to come into the hospital and Dorothy was so guilty that she again expressed feelings of depression and suggested that she needed to be in the hospital. She was admitted, and improved immediately. Within the next four days there were two family conferences by the ward staff. Dorothy was discharged from the hospital and her mother was persuaded to be admitted to the same ward. Mrs. Farmer had suffered an extremely deprived childhood with lack of love and attention. At age 15 she married a man eight years older than herself to break away from her own family and achieve some independence. There was a son by this marriage, now aged 29, married and living away from home. The first husband turned out to be alcoholic and unfaithful and Mrs. Farmer divorced him Vol. 13, NO.2 after eight years of marriage, remarrying a year later a man who was thirteen years her senior. She was excessively 'devoted to her children', lived for her babies and smothered them with the love she had wanted far herself as a child. Mrs. Farmer stopped sleeping with her husband after the birth of Dorothy. Instead the mother slept in the same bed with Dorothy. All of her children were held extremely closely within the family circle. The old est boy's marriage was considered a desertion by Mrs. Farmer and she has quarreled with her daughter-in-law since then. Charles left home against his mother's will to enlist in the service at age 17. When he returned he married a local girl despite extreme opposition on the part of Mrs. Farmer. Thus, we have a family in which the sans have left and the daughter is making bids for sexual freedom and adult privileges. Mrs. Farmer responds with a severe depression, precipitated by the threat of loss of the satisfactions of being a mother, and by the threat of the changes anticipated in the family structure. The mother has attempted to remake her own unsatisfactory childhood through her children and is now about to lose them.
Treatment
The cases cited demonstrate family crises and individual reactions to the problems precipitated by adolescence. Most families face and meet this developmental task without professional help. Where symptoms of psychiatric illness or social decompensation have occurred, it has been customary to treat only the family member labelled 'patient'. It is possible to help the family as a group with the family crisis and the consequent tension reduction may permit the family to work out the development problem without further professional help. In some cases it is necessary to offer treatment to one or more family members. The FTU approach to family crises has been used for a large group of families where one member of the familv ordinarily would be hospitalized. Th~general principles of this approach have been useful for family crises associated with adolescence as well as other types of crises. These techniques might be described under the following headings: 1) Immediate Aid -When a family has been accepted for this type of treatment, they are seen at once by one or more members of the FTU team (preferably one male and one female therapist) and are told that help will be available around the clock seven days a week. This promise convinces the family that they will have help with the tension and intense affects that have been so troublesome in the immediate past.
2) Define the Crisis as a Family Problem -The notion that the 'patient' is the only troubled family member is immediately rejected, and from the beginning all members are told that there is a family problem. This is reinforced by calling in all available nuclear family members for the first meeting. Thereafter the family and any significant extended family is seen almost always as a group. Although individual interviews are used when indicated, most of the treatment is conjoint family therapy. When other caretakers have been involved with the family (ministers, physicians, social agencies, or others) they are invited to participate in the first session and to continue their relationship with the family.
3) Focus on the Current Crisis -By focusing on the current situation the family is helped to relive affectively (catharsis) the immediate problem. Gradually past patterns of family interaction are brought out, but the immediate situation is kept in the forefront and the past is used to further the understanding of the present.
4)
General Prescription -Therapists doing family crisis therapy take an active role in treatment and use the model of the supportive family physician. In general the family is encouraged to support appropriate role functioning of each member. Regression is interfered with and discouraged. Psychotic symptoms are defined as the attempts of the 'patient' to communicate and the family therapist uses his clinical experience to interpret these communications as well as to encourage more adaptive behaviour and communicative styles.
5) Specific
Prescription -The specific prescription takes into account the behaviour of various family members and the definition and treatment of the family crisis. During a crisis the 'patient' as well as other family members are tense, upset and require tension-reduction to use their problem-solving capacities. Tranquillizers or energizers may be given to diminish anxiety or to alter mood. They are prescribed for the family member who needs them, often not the 'identified patient'. Rest is nature's tranquillizer and a night's sleep often produces a change in pathologic behaviour or mood. This may be accomplished with drugs at home or if necessary the 'patient' may be given a night's sleep in the 'holding beds' of the Emergency Room. A few hours of sleep will often avert the need for admission to a psychiatric hospital and the consequent invitation to regression. As the crisis becomes clear to the treatment team it is identified and specific family tasks are proposed for its resolution. The symptoms of various family members are 'interpreted'; e.g. the depressive symptomatology of the mother may be identified as her communication to the family of her feeling about loss of her role as a mother of small children. The suicide gesture or rebellious behaviour of the adolescent is defined as his attempt to assert his departure from childhood restrictions and gain adult perogatives. The family may be given the task of working out in a family conference rules for dating, or privileges for the teenager which are appropriate to his age and reasonably consistent with privileges afforded peers.
6) Identification of Role Conflicts and
Renegotiation -In many families undergoing a crisis there are role conflicts which have precipitated the crises. These have been described in more detail in a previous communication (4) . The task of renegotiation of various roles may be begun in the family therapy, but often continues after the crisis has passed. In the family where adolescence has precipitated a crisis, this will be an on-going task. Not only will the role of the teenager have to be redefined in terms of reasonable privileges and responsibilities, but the parents will have to redefine their own roles in relation to the family and especially in relation to each other. Where a child has been used as a buffer or scapegoat in a marital problem, the loss or impending loss of that child will highlight the interpersonal difficulties of the parents and make it necessary for these to be worked out. In many instances it was helpful to point out that the teenager's behaviour regarded by the family as alarming was often closer to 'normal' adolescent behaviour than the family had imagined. By stressing the transient nature of these experiments and by focusing on what the family might expect, tension was minimized.
7) Management of Future Crises-
The experience of the FTU is that this approach to crisis family therapy requires an average of five or six sessions of which at least one takes place in the family home. Init-ially the frequency is daily, and tapers off quickly. Telephone calls keep the team appraised of the progress of the family. By the end of 10 to 14 days the family is ready for discharge from the crisis therapy. Where a long term problem has been identified in one or more family members, referral is arranged to an appropriate outpatient treatment facility. The referral process includes contacting the agency to whom the referral is being made, offering information and being available for on-going consultation about the 'patient' and family. The family is told that the FTU will be available to them in the event of another crisis. The crisis has been weathered and the family have been started on the path of working out their own more adaptive solution. The immediate results of this type of family crisis therapy are to return the family to the level of functioning and homeostasis that existed prior to the crisis. Long term problems are not expected to be resolved. It teaches a family that there are ways of solving a problem other than putting one member of the family in a mental hospital. It may set the family on the road to more adaptive solutions to problems. The general principles of these techniques have been useful in the family crises precipitated by adolescence. If they were to be summarized even more concisely, they might be stated as: 1) reduce tension in the family and 2) help the family to face up to the change necessitated by the growing up of a child. The latter includes active intervention to assist the former child in his emancipation and the parents in their individual and interpersonal developmental problems.
Summary
Like the individual, the family may be better understood from a developmental point of view. It has different tasks and problems at various stages of its existence. The family with adolescent children faces a change in composition (loss of children and the responsibility of helping these children become adults). This threat may produce a family crisis and individual members may react to the specific conflicts in a manner which depends on their previous problems. The family member who becomes a 'patient' may be the teenager or a parent. A family crisis therapy approach permits tension reduction within the group, improves functioning on the part of the 'patient' and permits the family to work out a more adaptive solution.
Resume
Tout comme l'individu, la famille peut le mieux etre comprise si ron examine son developpement. Elle a diverses taches et eprouve des difficultes differentes selon les diverses etapes de son existence. La famille qui compte des adolescents fait face a des changements de sa composition (depart des enfants et obligation d'aider ces enfants a devenir des adultes). Cette menace peut produire une crise au sein de la famille et chacun de ses membres peut reagir a des conflits specifiques d'une maniere qui sera conditionee par ses problernes anterieurs, Le membre de la famille qui devient un "malade mental" sera peut-etre l'adolescent ou run des deux parents. Le mode d'approche therapeutique de la crise familiale permet d'attenuer les tensions parmi le groupe, ameliore le comportement du "malade" et la famille pem ainsi mieux s'adapter ala situation.
